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ATTACHMENT 4
Sample Remittance and Status Report displaying an adjusted claim

ADJUSTMENT TO CLAIMS

            123 THIS IS AN ADJUSTMENT TO PREVIOUS CLAIM 209890XXXXXXXXX PAID ON 120703
RECIPIENT                               / 1234567890                                                                                                       209890XXXXXXXXX
110603  110603                                                                 100     99201                   -2200           -1623                 00           -100               -1523      118

                                                                             CLAIM TOTAL                   -2200           -1623                 00           -100               -1523

            601 RECEIVABLE ESTABLISHED FOR A BALANCE OF $15.23 WHICH WILL BE WITHHELD FROM FUTURE PAYMENTS
   CLAIM TYPE SUB-TOTAL                                                 2                          00          -1523

   PAID CLAIM TOTALS                                                        1                     2200                00            00

   CLAIMS PAYMENT SUMMARY
                CLAIMS            CLAIMS                     WITHHELD               CREDIT  NET 1099
                  PAID          AMOUNT                     AMOUNT             AMOUNT  AMOUNT

   CURRENT PROCESSED                         1                .00                   00           00                              00
   YEAR - TO - DATE TOTAL                 2                .00                             00                                       00                               00

 T H E F OL L OW IN G  IS  A  D ES C R IP T IO N  O F  T H E  E XP L AN A T IO N  C O D E S U T IL IZ ED  AB O VE
8 0 S E R VI C E( S)  D E N IE D  D IA GN O S IS S U B M IT T E D  D O ES  N O T  IN D I C AT E M E D IC A L  N EC ES S IT Y .
1 1 8 P A YM E N T  R EC OU P E D  F OR  P R E V IOU S  C L A IM  IN C O R R EC T LY  PA ID .  N O A C T IO N  R E QU IR ED .
7 4 3 T H IS  A D J U S T M E N T  W A S I N IT IT A T E D  B Y E D S /D H C F  S T A F F .  IT  C O R R EC T S A M IS P AY M E N T  F O UN D  D U R IN G  C L AIM S  P R O C ES S IN G O R  R E S UL T IN G  F R O M

R E T R O A CT IVE  F IL E  C H A N GE S .

 MEDICAL RECORD NO                              PATIENT CONTROL NO               CLAIM NUMBER
         DAYS                       PROC/ACCOM/                     PROCEDURE/ACCOMODATION/DRUG                TOTAL            TOTAL
          QTY               DRUG CDE/M1 M2 M3 M4                                DESCRIPTION                                      BILLED         ALLOWED

I.M. BILLING
ONE WEST WILLIAMS
ANYTOWN, WI 55555
                     R/S NUMBER               1 2 3 4 5 6 7 8 9

PROVIDER NUMBER                1 234 5 67 8     REPORT SEQ NUMBER           3        DATE           M M/DD /Y Y                    PAGE            2

RECIPIENT IM                          / 1234567890                                                                                                       399892XXXXXXXXX                         743
110603  110603                                                                 100     99201                     2200                00                 00                00                   00       80

                PATIENT NAME/ID NUMBER
SERVICE DATES     U  N     PERF PROV/
  FROM   |  TO         D  S     RX NUMBER

REMITTANCE AND STATUS REPORT

WISCONSIN MEDICAID AND BADGERCARE PROGRAMS
6406 Bridge Road      Voice Response     800/947-3544       608/221-4247
Madison, WI 53784      Policy/Billing  800/947-9627       608/221-9883

OTHER
DEDUCTED
CHARGES

COPAY PAID
AMOUNT

EOB CODES
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3

2


